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Probably no part of surgical work offers a better oppor¬ 
tunity for the display of individuality than the post-operative 
treatment of our patients. Many of us attribute our good 
results as much to our particular after-care as to our individual 
operative technique. There can be no question regarding the 
importance of this subject, and after many operations and in 
certain conditions its importance becomes prime. 

The welfare of a patient after an operation depends not 
only on the skill and accuracy with which the operation is done, 
but also on the means employed {luring the operation to con¬ 
serve his strength, maintain the normal resisting power of his 
tissues, and render his early hours after operation peaceful and 
free from pain. The operator who works regardless of time 
and the amount of anaesthetic his patient is taking, or who 
pays no attention to the patient’s posture on the table, the pro¬ 
tection of the body not involved in the field of operation, or 
who uses large quantities of fluid regardless of whether it 
drains away properly or accumulates under his patient, is lay¬ 
ing up for himself many post-operative complications which 
he who employs “ speed without haste ” and is thoughtful not 
only of the operation itself but his patient’s condition, will 
seldom see. I do not advocate a want of thoroughness in oper¬ 
ating in order to accomplish the closure of the wound in a 
certain number of minutes, or the constant shifting of the 
mind from the operation itself to the patient’s condition, but I 
do mean that we should not drag an operation along over an 
unnecessarily long period, and that we should establish in our 
operating rooms a habit among our assistants and nurses of 
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carefully looking after the comfort and condition of the patient. 
The post-operative treatment really begins when the patient is 
still on the table. This is prophylaxis, the best of all treat¬ 
ments. We sometimes see patients anaesthetized long before 
the operator and his assistants are ready to begin their work. 
Again, we see patients put on the table with an unnecessary 
exposure of the body, with scant covering for the portion that 
is covered, and the whole or a large portion of the trunk, if it 
is an operation on the upper abdomen, deluged with water 
which quickly loses its temperature and chills the patient. Not 
infrequently we sec patients placed on the operating table with 
nothing between the body and the glass or metal table but a 
thin, wet sheet, and more frequently still with the arm hanging 
over the edge of the table in such a way that the musculo-spiral 
nerve is pressed upon sufficiently to produce a palsy. These 
are only some of the thoughtless things of which we are occa¬ 
sionally guilty, and which go later to spell disappointment and 
sometimes disaster. Who has not seen a troublesome wrist 
drop which long outlasts the convalescence from a simple oper¬ 
ation, or a pneumonia from exposure and cold on the operating 
table or during transit to the ward or room, without appreciat¬ 
ing the importance of the thought of the post-operative period 
before and during the operation? We should never become 
so wrapped up in our operation and in demonstrating its steps 
to onlookers as to forget our patient’s condition. 

The choice of an anaesthetic to suit the individual case is 
a matter of great importance from a post-operative point of 
view, as many of our complications in this period have their 
origin in the anaesthetic, such as pneumonia, suppression of 
urine, vomiting, etc. It is a great mistake to confine ourselves 
exclusively to one anaesthetic. Many a feeble patient who coidd 
not stand ether or chloroform anaesthesia can be operated upon 
with impunity under infiltration anaesthesia or with the 
morphia-chloride of ethyl and ether, or the morphia- 
scopolamin-chloride of ethyl and, ether sequence. I have 
been able with the latter sequence to remove a large ovarian 
cyst from a very old lady to whom I should have hesitated to 
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give the required amount of ether alone. In this case one 
hypodermic of morphia, 7 „ gr., and scopolamin, 7 100 gr., 
was given 2 minutes before operation. She was rendered 
unconscious with chloride of ethyl in about a minute, but one- 
half ounce of ether was employed during the entire operation, 
and the patient slept for an hour or more after it. I11 another 
case I was able by intraneural injection of cocain to amputate 
the leg without shock in a tuberculous patient to whom I feared 
to give ether lest his lung condition should be rendered active. 
I11 many cases of empyema chloride of ethyl will suffice for a 
rapidly performed thoracotomy. The same applies to the 
drainage of other collections of pus, and to amputations where 
time is an clement and ether is contraindicated. It is well to 
familiarize ourselves with the different anaesthetics in order 
that we may be able to choose the best for the individual case. 

Another factor in operative technique which has a marked 
post-operative influence is the way we handle the tissues and 
close the wound. A potent element in producing pain and 
predisposing to suppuration is the ligation of large masses of 
tissue and the tight suturing of wounds. There is no doubt 
that a comparatively clean wound, such as a lacerated wound 
of the scalp, which would otherwise heal by first intention, can 
be made to suppurate simply by tight sutures. All that Nature 
requires is a gentle approximation of wound edges, and more 
than this is detrimental. The present custom of closing wounds 
in layers has done much to reduce suppuration and to increase 
the patient’s comfort. 

Among the chief complaints after operation are pain, 
nausea, and thirst. The pain of course varies greatly accord¬ 
ing to the site of operation, and the individual disposition. 
Probably abdominal operations produce more pain than others, 
but this may be only because of the aggravation of the dis¬ 
comfort caused by the movement of the diaphragm, especially 
such excessive actions of this muscle as take place in retching 
and coughing. One of the surprising things about post-opera¬ 
tive pain is that it is not more marked in certain plastic 
operations, such as hernia, repair of the perineum, etc. In all 
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of these, howcvei, it can be made very severe by too tight 
constriction of wound edges. Too much attention cannot be 
given by the surgeon to the prevention of pain at the critical 
period when quiet and sleep do so much to aid a prompt con¬ 
valescence. 1 here was a time not long since when it was the 
lule of most surgeons to withhold pain-relieving drugs, such 
as morphia, after abdominal operations. To give a hypodermic 
of morphia in these cases was thought to be a great mistake, 
but now we have learned that when properly employed in the 
post-operative treatment it is a great boon both to the patient 
and to the surgeon. All the bad effects formerly attributed to 
this drug, such as the production of flatus, bad effect on the 
kidneys, etc., we seem now to have forgotten, or at least we 
have learned that it was our own faulty technique which 
produced much of the trouble attributed to the morphia. It 
was usually infection and not morphia that caused the 
trouble. I am glad to say that I have never done an abdom¬ 
inal operation without administering a hypodermic of morphia 
and attopia before the patient has recovered consciousness, and 
I have never observed in any single case a bad effect, and my 
lcsults generally have not been so bad as to make me change 
this plan of preventing, to some extent at least, the post¬ 
operative discomfort of the patient. When I was a hospital 
intci lie and assistant it was the custom of most of the operators 
after a laparotomy to order morphia, probably a small dose, to 
be given only if absolutely necessary. My experience was that 
it usually became necessary, and then, the patient having 
learned the relief to he obtained by its use, begged for a repeti¬ 
tion of the dose. My present custom is to give a single hypo¬ 
dermic of morphia, >/, gr., and atropia, gr., before 
anaesthesia is started or certainly before the patient regains 
consciousness. The result is that the patient passes from the 
sleep of the anaesthetic to the morphia sleep, gets comfortably 
over the most distressing hours after operation, those first few 
when ether is being eliminated by the lungs in large quantities 
and nausea and vomiting are common, and never knows that 
morphia has been given. The idea that morphia causes vomit- 
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ing after an operation is absurd. Formerly I only used this 
plan in abdominal cases, but the vomiting was so much less 
than in the other cases where it was not employed, and the 
patient’s comfort so much greater and his return to conscious¬ 
ness so much quieter, that I now give the hypodermic after any 
operation of magnitude or long duration, or where I expect 
much after-pain. It is seldom that I am obliged to give a 
second dose, and this I try particularly to avoid, for I think 
it is better not to let the patient learn the comfort of morphia. 
It is largely for this reason that the drug is given before the 
close of the operation, and this time is also chosen because I 
want the drug to act before the patient begins to regain con¬ 
sciousness and vomit. A large majority of patients after this 
treatment never vomit at all. All one has to do to become 
convinced of the advantages of this method of treating post¬ 
operative pain is to employ it in a few cases and compare the 
results with those obtained when no morphia is used, or when 
it is given late and in small quantities. The repeated small dose 
of morphia does not appeal to me, because it would seem that 
the patient would become dependent upon it. Where the single 
full dose is given before the close of anaesthesia the patient if 
not disturbed will often sleep for from one to three hours, and 
remain quiet for a much longer period. 

Pain developing some hours after an operation is not to 
he treated by the administration of an anodyne, but its cause 
should be carefully sought and removed. A careful and con¬ 
siderate nurse can do much to relieve such pain. Oftentimes 
the simple change of posture, the cutting of a tight bandage, 
the relief of pressure on some bony prominence, straightening 
out the clothing, and such little attentions will give relief. 
I have seen a patient kept awake all night by pressure 
on the heel after fracture of the leg, and by pressure on the 
internal condyle by an internal angular splint. Pain under such 
circumstances is absolutely unnecessary, and its possible cause 
should always be considered. I have known a safety pin to be 
passed through the patient’s skin in fixing a bandage and to 
remain in this position for days. Therefore, instead of putting 
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down the patient’s complaint of pain to nervousness or to want 
of pluck, we should always make sure that there is not some 
actual cause for the complaint. 

Nausea and vomiting are not nearly so troublesome after 
operations as they once were. This has largely been due to 
the improved methods of administering our anaesthetics, and it 
can be largely obviated by making the quantity of anaesthetic 
employed as small as possible. The amount of ether and 
chloroform administered has much to do with the continued 
vomiting after operation, and it can easily be reduced by the 
judicious use of morphia and atropia administered either before 
or during the anaesthesia, or by administering chloride of ethyl 
or nitrous oxide before the ether or chloroform. It is my 
invariable custom to employ chloride of ethyl first, and in this 
way the amount of ether is reduced nearly one-half. The less 
ether there is for the patient to eliminate, the less nausea and 
discomfort he will have and the less likelihood of interference 
with the eliminating function of the kidneys. As I have indi¬ 
cated before, the use of morphia at the close of the operation 
before the patient regains consciousness will entirely obviate 
or greatly reduce vomiting. Inhalations of vinegar have long 
been employed to reduce nausea, and do seem to be productive 
of some good. So simple a means as elevation of the head will 
often reduce the sensation of nausea, and a draught of water 
will sometimes not only not increase the nausea, but will reduce 
it. Where it is possible for the patient to be placed in the sitting 
position nausea will frequently be relieved. Ibis is particularly 
true after operations on the stomach itself. A drainage tube 
placed in the abdominal cavity may produce continued reflex 
vomiting, which will cease on removal of the tube. In my own 
experience troublesome vomiting is rare where a full dose of 
morphia is given at the close of the operation. 

Thirst, too, is a symptom which is much less troublesome 
now than formerly where water was withheld for long periods 
after operation. The thirst can be largely relieved by giving 
large quantities of salt solution by the rectum. There are few 
operations, however, after which water cannot be given 
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promptly by the mouth. If a patient is not nauseated I allow 
him water within a few hours in quantities of an ounce. It has 
not been my experience that this is apt to start up vomiting. 
This early administration of water applies after abdominal 
operations as after others. I think the giving of a considerable 
quantity of water at regular intervals is preferable to the con¬ 
tinual sucking of ice. Liquid food should he given as soon as 
the patient has a desire for it, or as soon as the nausea has 
passed away. 

Confinement in one position, with the restriction of all 
movement after an operation, is extremely trying on a patient, 
and often results in insomnia and nervousness. Any move¬ 
ment that does not directly interfere with the healing process 
of the wound should he allowed. It does not hurt a properly 
closed abdominal wound if the patient is early placed upon his 
side, or if the shoulders are elevated, or the legs drawn up. 
When a patient is very anxious to change his position and you 
are sure this change will not be comfortable, it is not a had 
plan to allow him to try the new position, when he will he 
convinced of his own error and more contented in the position 
he had first occupied. Too much care cannot be given to 
obtaining a comfortable attitude in bed after an operation. 
Restraint in an unnatural position gives rise to the greatest 
restlessness and discomfort. This is well illustrated in the 
tight confinement of the arm to the chest after breast opera¬ 
tions. The patient is much more comfortable, the wound heals 
better, and there is less restriction of subsequent motion of the 
shoulder, if the arm is dressed at a right angle to the body. 

One of the problems after abdominal operations is the best 
time at which to open the patient’s bowels. Formerly it was 
the custom of most surgeons to give some laxative, usually 
calomel, on the day following the operation. This was due to 
the fact that an early movement of the bowels usually meant 
that no infection of the peritoneum had occurred, or that such 
an infection was not extending. The mere movement of the 
bowels, however, is in no way curative under such circum¬ 
stances, and it is far better to allow the intestine to rest quietly 
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after an operation than it is to stir up painful peristalsis by 
means of laxatives. This, of course, applies to the cases in 
which a proper preparation for the operation has been made. 
A movement by a glycerin suppository, or an oil or soapsuds 
enema is much more comfortable to the patient and less dis¬ 
turbing to the healing viscera than a purgative. If nothing but 
liquid food is given for two or three days after operation the 
third day is early enough to open the bowels. 

Inability to empty the bladder is of common occurrence 
in the post-operative period, and resort to the catheter is often 
necessary. To resort to catheterization when the bladder is 
not painfully distended is a mistake, and it is far better to have 
the patient empty the bladder himself than to pass the catheter. 
Some surgeons even go so far as to allow the patient to get 
out of bed for this purpose, and where it is possible I believe 
it to be good treatment. I avoid the use of the catheter as 
much as possible. When the catheter is employed the greatest 
care should be exercised and the catheterization done by 
experienced orderly or nurse. Even under the best circum¬ 
stances infections of the urethra and bladder occur, and it is 
the surgeon’s duty to see that all necessary aseptic precautions 
arc taken to avoid these unfortunate complications. No nurse 
or orderly should ever be allowed to use a metal instrument. 
Catheterization in children is to be particularly avoided, as 
injury of the male urethra in childhood is easily accomplished. 
In children I would much prefer to have the patient get out 
of bed to having a catheter used. 

The time at which at patient is allowed to get out of bed 
varies with the operation which has been performed. A few 
rules, however, can easily be laid down. I11 the first place, old 
people should be gotten out of bed as soon after operation as 
possible. The advantage of this is easily shown in the present- 
day results from prostatectomy, where the patient is gotten 
out of bed on the second or third day. I11 abdominal operations 
on old people a change of posture and early transference from 
bed to couch or chair is very important. There has been a 
marked tendency during recent years to shorten the period 
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which a patient spends in bed after an abdominal operation. 
After simple appendectomies many surgeons allow their 
patients to get out of bed on the following day. I have not 
been able to bring myself quite to this point, but I am con¬ 
stantly shortening the period. In clean cases where the abdom¬ 
inal wound is accurately closed and no muscle cut across its 
fibres, I get the patient out of bed on about the eighth or ninth 
day with the abdomen well supported by a binder, and allow 
moving about on the tenth or eleventh day. In this particular 
I think the individual disposition of the patient must be taken 
carefully into account. There are many patients who are 
benefited by a longer rest in bed, whereas to others, such as old 
people, and those who are inclined to magnify their ailments, 
a prolonged rest may be harmful. 

In closing I would say that I think we are often guilty of 
paying too little attention to our patients during the post¬ 
operative period, and during the convalescence which follows. 
Many good results are spoiled by this neglect. For instance, 
take the tuberculous lesions for which the surgeon is frequently 
operating. If the after-care of these patients is not properly 
carried out, especially the hygienic treatment, an early recur¬ 
rence is the rule. And again, after operations for syphilitic 
lesions we too frequently fail to instruct the patient in the 
necessity of continuing his specific treatment. A proper resto¬ 
ration of function is frequently not realized because of our 
neglect of such agents as massage and passive movements. 
Recurrences after operations for knock-knees and bow-legs 
often take place because no brace to prevent the recurrence is 
employed. These are only a few instances which show the 
importance of treatment after operations. 



